Abstract There is currently no clear understanding of the ways in which predisposing and maintaining variables exert their influence on eating attitudes and behaviours. This study investigated two potentially meaningful variables: parental bonding and perfectionistic schemas. Both variables have been implicated in the onset and maintenance of anorexia nervosa (e.g. Bruch 1978; Davis et al. 2000) . A cross-sectional design was employed, comprising three separate groups: 40 individuals with anorexia nervosa, 44 depressed and/or anxious individuals, and 78 university students.
Introduction
Disordered eating is likely to be multifactorial, representing an intricate interplay between various individual and environmental factors that predispose, precipitate and perpetuate eating psychopathology. Pertinent relationships need further exploration, most usefully by way of examining possible mediating pathways amongst factors (e.g. MacBrayer et al. 2001) . Perceptions of parental bonding and perfectionistic schemas are two variables that appear particularly amenable to such an endeavour, both being highlighted in theoretical conceptualisations of eating disorders (Bowlby 1973; Ainsworth et al. 1975; Slade 1982) and from empirical studies (Ward et al. 2000; Tyrka et al. 2002) . This study aims to investigate the relationship between these factors and how they relate to Anorexia Nervosa (AN).
Both prospective and retrospective studies, irrespective of age group sampled, have highlighted the role of negative family relations amongst various presentations of problematic eating (e.g. Beresin et al. 1989; Byely et al. 2000; Casper and Troiani 2001) . Elucidating the key features of such negative relations has proven less straightforward and the research base is replete with contradictory findings. Nevertheless, amongst those with AN, a recurrent theme suggests that the quality of the maternal bond is principally important, specifically when this is perceived as overly controlling and particularly when there exists a perceived lack of warmth/affection (Palmer et al. 1988; Calam et al. 1990; Haudek et al. 1999; Tozzi et al. 2003; Wilhelm et al. 2005) . It should be emphasised that the parental bond is not considered single-handedly responsible for the development of AN. Where significant correlations have been found between parenting style and psychopathology, their magnitude has been low, suggesting that other influences are involved.
Perfectionism is considered a particularly strong risk factor for AN, both in terms of its development (Lilenfeld et al. 2000) and maintenance (Slade 1982) . A number of studies have uncovered elevated levels of perfectionism amongst individuals with AN compared to healthy controls (e.g. Bastiani et al. 1995) . There does appear to exist a similar relationship between perfectionism and psychological dysfunction more generally, as individuals with depression and anxiety demonstrate elevated levels of perfectionism compared to controls (Pacht 1984) , but not in comparison to those suffering from AN (Hewitt and Flett 1991) . Perfectionism appears to be a stable trait amongst those with AN, existing prior to illness onset (e.g. Tyrka et al. 2002) and enduring amongst those considered recovered (e.g. Bulik et al. 2000) . However, the way in which some studies have defined recovery has been more recently questioned (Bardone-Cone et al. 2010) . Perfectionism has been associated with difficulties in establishing a therapeutic alliance, diminished motivation to change, more severe eating pathology, and poor treatment compliance (Blatt et al. 1998; Halmi et al. 2000; SutandarPinnock et al. 2003) . Bearing these issues in mind, further examination of negative perfectionism seems warranted in order to aid our understanding of how this construct relates to other key variables associated with AN. The ultimate aim would be to use this knowledge to develop interventions that most effectively targets an individual's need to be 'perfect' and/or perform tasks in an exceedingly rigid and driven manner (e.g. the pursuit of an unrealistic body image ideal or following strict dietary rules).
Schema-level representations have been suggested to lie at the core of all eating disorders (Waller et al. 1992; Garner et al. 1997) . In those with AN, their schema for selfevaluation is so dependent on goal attainment that they continuously strive to meet their unrealistic standards, regardless of any detrimental consequences (Shafran et al. 2002) . The positive reinforcement stemming from strict dietary restraint (i.e. goal attainment) maintains the disorder as this then becomes a compensatory strategy for blocking out feelings of emptiness and defectiveness (Bruch 1978) . Hence, AN becomes part of the sufferer's self-identity, offering them something of which to feel proud.
The Young Schema Questionnaire (YSQ) was developed to assess several maladaptive schemas considered primary in psychological disorder (Young 1990) . Although Young's model was originally based on personality disorder, it has found utility in other areas of psychological dysfunction, such as depression (Welburn et al. 2000) . Three of Young's early maladaptive schemas would appear to encapsulate the specific cognitive elements of perfectionism: 'defectiveness' (the belief that one is bad, inferior, or flawed in some way); 'failure' (the belief that one has failed or the expectation that one will fail in various areas); and 'unrelenting standards' (the belief that one must attain high targets of behaviour and performance). The choice of these three schemas as a way of capturing the core aspects of perfectionism is consistent with early theorising in the area of negative or 'neurotic' perfectionism (Hamachek 1978; Burns 1980) , which is characterised by a lack of satisfaction and raised anxiety surrounding the setting and pursuit of one's goals due to an ever-present fear of failure that leads one to avoid tasks and procrastinate. These features of negative perfectionism have resonance when considering the core psychopathology of AN. Indeed, more recently, researchers have suggested that AN is an expression of negative perfectionism in the domain of body shape and weight, and have further emphasised the unrelenting aspect to negative or 'clinical' perfectionism (Shafran et al. 2002) . Therefore, these three schemas of Young's questionnaire appears to offer a potentially insightful means of elucidating the cognitive structures thought to underpin and maintain eating psychopathology. Similar studies using various dimensions of perfectionism have highlighted that high personal standards and selfdirected achievement orientation are elevated in those suffering from an eating disorder when compared to healthy controls (e.g. Davis 1997; Halmi et al. 2000) . Turner et al. (2005) examined perceived parenting and schemas in a non-clinical sample of adolescents. More than 300 secondary schoolgirls were administered the Parental Bonding Instrument (PBI; Parker et al. 1979) , the Young Schema Questionnaire (YSQ-S; Young 1998) and the Eating Attitudes Test (EAT; Garner and Garfinkel 1979) . Low parental care and high maternal control were significant predictors of disturbed eating, explaining 10 per cent of the variance in EAT scores. In addition, it was found that the relationship was perfectly mediated by the existence of 'defectiveness' and 'dependence' schemas. The authors suggested that low levels of care may lead to the belief that one is flawed and unworthy of affection, and high levels of maternal control may nurture the belief that one is incompetent in handling everyday tasks. The findings of this study are limited in that no clinical group was included. Leung, Thomas and Waller (2000) investigated parental bonding and maladaptive schemas amongst a group of patients with AN (N = 30), a group of patients with Bulimia Nervosa (BN) (N = 27), and a group of comparison women (N = 25). Responses on the PBI (Parker et al. 1979) indicated that participants with an eating disorder viewed both parents as less caring and mothers as more controlling than did the comparison women. Fathers of women with BN were viewed as more controlling than were fathers of AN or comparison women. Responses on the YSQ (Young 1994 ) highlighted more pathology on each scale amongst those with an eating disorder. In addition, correlations between perceived parenting and schemas were strongest among the AN group. Specifically, low maternal care was highly predictive of 'mistrust and abuse', 'defectiveness', 'emotional inhibition' and 'unrelenting standards', whereas low paternal care predicted 'mistrust and abuse' and 'insufficient self-control'. This study would have benefited from inclusion of a non-eating disordered but otherwise psychologically disturbed comparison group. Such a group would have shed light on whether the results were specific to eating psychopathology or were instead associated with more general psychological dysfunction. Also, as comparison women were not screened for levels of disordered eating, it is unclear the extent to which they constituted a 'healthy' control group. Since an objective measure of eating psychopathology was not included, neither do we know about the correlational patterns between levels of severity amongst the patient group and parenting/schemas. Bulik et al. (2000) followed up a sample of 70 women with AN who had been assessed or treated over a decade earlier. On the PBI (Parker et al. 1979) , they found that women who were categorised as 'chronically ill' perceived both parents as significantly less caring than did those who were classified as either 'fully recovered' or 'partially recovered'. Although schema level representations were not examined, scores on the perfectionism subscale of the Eating Disorder Inventory (EDI; Garner et al. 1983) were significantly higher amongst women with AN compared to control women. This result held regardless of AN recovery status and replicates earlier findings demonstrating the persistence of high levels of perfectionism amongst those recovered from AN (e.g. Srinivasagam et al. 1995) . Unfortunately, Bulik et al's design did not allow for the exploration of possible mediating effects amongst variables. Also, it should be noted that the EDI perfectionism subscale contains only six items, covering both personal standards and parental expectations. Thus, as a measure of perfectionism, the EDI seems inadequate, since findings will be confounded by perceptions of parental standards, which are not considered a core feature of negative perfectionism (e.g. Shafran and Mansell 2001) . The core feature of negative perfectionism is the excessively high goals that individuals set for themselves. Also, both the PBI and the EDI would be expected to correlate as they both measure aspects of parenting. This would have the effect of strengthening the correlations found between perfectionism and AN, and may also have inflated differences between groups.
To date, there has been no other study that has specifically examined perfectionism at the level of schemas and its relation to perceived parenting involving a sample of individuals with AN. Where schema level representations have been investigated within eating disordered samples, researchers have not always included an objective and validated measure of disordered eating, and nor have they included both a healthy group and a psychologically disturbed group against which to compare findings. The present study was designed to build on the present research base and address the above noted gaps in the literature. The hypotheses were as follows: 1) perceptions of the parental bond will be more negative amongst women with AN than amongst women with depression and/or anxiety, and also a group of healthy women (comparison groups); 2) perfectionistic schemas will be more prevalent amongst women with AN than amongst both comparison groups; 3) perceived parenting and disordered eating will be related via the mediatory role of perfectionistic schemas amongst women with AN.
The third hypothesis above is illustrated in Fig. 1 below, which shows that negative parenting and perfectionistic schemas will have independent relationships to eating psychopathology (Paths B and C). They will also be related to each other, i.e. when parenting is perceived as lacking in care and/or overly controlling, perfectionistic schemas are likely to exist (Path A). Path C shows a weakened association, since parenting will exert its influence on eating primarily through perfectionism. The approach for testing this hypothesis is given in more detail in the relevant Results section. Considering the cognitive model of psychological dysfunction (e.g. Beck et al. 1979) , it seems likely that negative parenting during one's early development may lead to the formation of maladaptive schemas, which in turn may lead to psychopathology. Attachment theory (e.g. Bowlby 1973; Ainsworth et al. 1975 ) is somewhat more vague on the underlying mechanisms involved, but still supports the aforementioned pathways by proposing the early environment as key in the development of maladaptive schemas and compensatory behaviours (e.g. disordered eating).
Method
Participants (See Table 1 for means and standard deviations for age and BMI.) Females currently receiving treatment for AN were recruited from a specialist inpatient unit at The Priory Hospital, Glasgow and also from an outpatient eating disorders service within NHS Tayside's Psychological Therapies Service. All patients with an eating disorder had met DSM-IV (APA 1994) criteria for AN at the point of their initial assessment. Participants with AN (and healthy controls) were approached to participate in a larger, ongoing research project between The Priory Hospital, Glasgow and NHS Tayside. The following exclusion criteria pertained to the present study: male, under 18 years of age or over 65, primary diagnosis of another eating disorder, psychosis, actively suicidal, or currently detained under a compulsory treatment order. Of the 50 females approached, 40 agreed to participate, representing a response rate of 80 per cent. This group comprised 28 inpatients and 12 outpatients. Females undergoing psychological treatment for depression and/or anxiety were recruited from a primary care setting of NHS Tayside's Psychological Therapies Service (Adult Mental Health). Since depression and anxiety are not uncommon amongst those with anorexia, the inclusion of depressed/anxious individuals without an eating disorder seemed an appropriate comparison group. Including such a group would allow for examination of the variables associated with AN psychopathology over and above any effects of depression/anxiety. The following exclusion criteria were applied: male, under 18 years of age or over 65, psychosis, actively suicidal, and previous or current input from services for concerns over eating. Of the 134 individuals invited, 47 participated, representing a response rate of 35 per cent. Of these, three had previously received professional help for disturbed eating and were therefore excluded, leaving a total of 44 females with depression/anxiety in this group. Female students currently enrolled in an undergraduate psychology degree were recruited from the University of Stirling. Exclusion criteria were: male, under 18 years of age or over 65, and previous or current input from services for concerns over eating or depression/anxiety. Of the 120 female students approached, 82 participated (response rate 68%). Four were excluded on the basis of current eating concerns (N = 1) and depression/anxiety (N = 3). This left a total of 78 female students in this 'healthy' comparison group.
Design
This study employed a quantitative cross-sectional design, examining the relationship between three primary variables: (1) disordered eating (dependent variable); (2) perceived parenting (independent variable); and (3) perfectionistic schemas (independent variable/mediator). Between group differences for each of these variables were analysed, as were the correlational patterns within each group of participants.
Measures
Information was gathered in respect of age, sex, approximate height and weight, marital status, and whether help had ever been sought for difficulties with eating or depression/anxiety. Participants also completed the standardised measures detailed below.
The Eating Disorders Examination (EDE; Fairburn and Cooper 1993): The EDE is a semi-structured investigatorbased interview that is generally regarded as the 'gold standard' instrument for measuring eating disordered attitudes and behaviours. A global score and four separate subscale scores may be derived, relating to degree of dietary restraint, and concerns about eating, shape and weight. Based on the preceding 28 days, responses are made on a 7-point Likert scale, ranging from '0' ('not at all') to '6' ('markedly'), with higher scores indicating more severe eating pathology. The EDE has high internal consistency, with Cronbach's alpha ranging from .68 to .90 (Beumont et al. 1994 ) and inter-rater reliability coefficients above .95 (Black and Wilson 1996) . It also discriminates well between different types of eating disorder (Beumont et al. 1995) . The EDE was administered to all inpatients with AN as part of their general admission and ongoing review.
The Eating Disorders Examination-Questionnaire (EDE-Q; Fairburn and Beglin 1994): The EDE-Q is a shorter self-report version of the EDE, comprising 36 items from which a global score and the same four subscale scores are calculated. It also incorporates a 7-point Likert scale, focusing on the previous 4 weeks, and is scored in the same way as the EDE. The EDE-Q has sound psychometric properties, on a par with that found for the EDE (e.g. Binford et al. 2005) . Test-retest reliability coefficients for subscales range from .81 to .94 and Cronbach alphas range from .78 to .93 (Luce and Crowther 1999) . It also shows high correlations with all subscales of the EDE (r = .71 to .90), although the EDE tends to capture more bulimic pathology (Binford et al. 2005) . This measure was administered to outpatients with AN and also the two comparison groups. Cronbach's alpha for both versions of the EDE ranged from .93 to .96 in the present study.
The Parental Bonding Instrument-Short Form (PBI-S; Pedersen 1994): The PBI-S is a 10-item questionnaire designed to assess perceptions of an individual's bond to their parents (or parental figure) during the first 16 years of their life. It was developed from the original 25-item version (PBI; Parker et al 1979) and retains the same factor structure with two primary bipolar dimensions: (1) care versus neglect; and (2) overprotection/control versus encouragement of autonomy. A 4-point Likert scale from '0' to '3' is used, from 'strongly agree' to 'strongly disagree' with some items reverse scored. The minimum possible score on both the care and control dimensions is zero and the maximum is 15, with higher scores indicating greater care and greater control. The measure is completed for mothers and fathers separately, so that four separate scores are obtained: Maternal Care, Maternal Control, Paternal Care, and Paternal Control. The psychometric characteristics of the PBI-S are sound, with Cronbach alphas ranging from .69 to .78 and test-retest reliability coefficients greater than .95 (Pedersen 1994) . The short form has been used less widely than the longer version, but has been validated amongst adolescent and adult samples from community and forensic settings (e.g. Pedersen 1994; Chambers et al. 2001 ). Cronbach's alpha in the present study ranged from .52 to .62 for the care dimensions and .61 to .76 for the control dimensions.
The Young Schema Questionnaire-Short Form (YSQ-S; Young, 1998): The YSQ-S is a 75-item version of the longer 205-item form (YSQ; Young 1990) and includes 15 of the 16 subscales covered in the original form. The subscales cover the following maladaptive schemas: Emotional Deprivation, Abandonment, Mistrust and Abuse, Social Isolation, Defectiveness, Failure, Dependence, Vulnerability, Enmeshment, Subjugation, Self-Sacrifice, Emotional Inhibition, Unrelenting Standards, Entitlement, and Insufficient Self-Control. A 6-point Likert scale is used from '1' ('completely untrue of me') to '6' ('describes me perfectly'). Only items endorsed '4' to '6' are suggestive of a particular schema, with higher scores indicating the schema is operating to a greater degree (and responses from '1' to '3' would be scored zero). There are five items for each subscale, with a maximum score of 30 and a minimum of zero. Again, this measure has good psychometric properties and correlates highly with the original version (r [ .84, P \ .001 for all 15 scales) (Waller et al. 2001) . Cronbach alphas range from .94 to .96 (Baranoff et al. 2006) showing a high level of internal consistency, and test-retest coefficients from .50 to .82 (Schmidt et al. 1995) indicating adequate reliability. As mentioned in the Introduction, the schemas most pertinent to the concept of negative perfectionism are Defectiveness, Failure, and Unrelenting Standards and, hence, these three schemas were the primary focus of the present study (consistent with the second and third hypotheses). Cronbach's alpha ranged from .90 to .92 in the present study.
Procedure
Participants were provided with an information leaflet following a standardised format as recommended by the local ethics committee. They were encouraged to ask questions and/or raise concerns, and they each gave their informed consent prior to participating in the study.
Ethical Approval
Ethical approval was granted by NHS Tayside's Central Ethics Committee, The Priory Hospital Glasgow, and the University of Stirling's Psychology Department.
Results

Between Group Analysis
Significant results are provided in Table 1 , together with means and standard deviations by group. One-way ANOVAs were carried out in relation to all measures, except the YSQ where a Kruskal-Wallis test was used. This is because scores on this measure were associated with significant skew and kurtosis that did not resolve by logarithmic transformation.
There were significant between group differences in relation to age and BMI. The participants with AN weighed less than both groups of control participants, and the healthy controls weighed less than the participants with depression/anxiety. The AN group were younger than the depressed/anxious group and older than healthy controls.
Significant between group differences were found on all EDE subscales, with participants with AN scoring higher than both comparison groups. There were no significant differences between the depressed/anxious and the healthy controls in relation to any EDE score.
Significant between group differences also emerged on the PBI across all dimensions. However, the Paternal Control difference fell short of the required level of significance (.01) in terms of post hoc comparisons. The AN group reported less Maternal and Paternal Care than healthy controls, and a greater degree of Maternal Control than the depressed/anxious group. The control groups did not differ significantly from each other on any PBI scale.
The AN group had significantly higher scores than both comparison groups on schemas of Defectiveness, Failure, and Unrelenting Standards. The size of the effect between AN and healthy participants tended to be larger (r = .27-.52) than was the case between AN and depressed/anxious participants (r = .24-.37). (Note that r is not being used here as a correlation coefficient, but rather as a size of the effect measured.)
Within Group Analysis
Where variables met the assumption of normality, Pearson's product moment correlation coefficient (rp) was chosen to investigate relationships within groups. Where correlations involved the YSQ, Spearman's rho (rsp) was used. One-tailed correlational tests were employed, since a prediction was made that both parenting and perfectionistic schemas would be related to disordered eating. (See Table 2 .)
In relation to the AN group, Maternal Care was significantly correlated with global EDE, Restraint, and Weight Concern, and Paternal Care was correlated with Shape Concern. All correlations were negative, weak and significant at the .05 level. The other two PBI dimensions did not correlate significantly with any EDE score. All three perfectionistic schemas correlated positively with EDE scores. Failure showed the greatest degree of association, with moderate correlation coefficients at the .001 significance level.
In relation to the depressed/anxious group, Maternal Care was negatively correlated with all EDE scores and Paternal Control was positively correlated with Shape Concern. Only Defectiveness and Failure correlated with EDE scores. These relationships were all positive, significant at the .05 level, and showed a weak order of magnitude.
Within the healthy comparison group, there were no significant correlations between any EDE score and PBI dimension. Again, only Defectiveness and Failure correlated with EDE scores. These relationships were all significant at the .05 level and showed a weak order of magnitude.
Path Analysis
To test the mediational hypothesis, path analysis was conducted for the AN and also the depressed/anxious group, but not for healthy controls since their perceptions of parenting were not related to their levels of disordered eating. Only the variables found to be significantly intercorrelated were examined. Due to the large number of correlations conducted, a more stringent alpha level of P \ .01 was considered. However, one also runs the risk of making a Type-II error with this approach, especially since small effects (e.g. r \ .30) can still prove predictive in a regression model (Field 2005) . Hence, all significant correlations at the .05 alpha level were selected for each analysis.
Path analysis involves a series of regression analyses, following four steps: (1) the dependent variable (DV) is regressed onto the independent variable (IV); (2) the DV is regressed onto the mediating variable; (3) the mediating variable is regressed onto the IV; and (4) the DV is regressed onto both the IV and mediating variable simultaneously. Baron and Kenny (1986) state that all variables should be intercorrelated and that the regression equations from the first three steps should all be significant. In the fourth and final step, the IV should no longer be significant whilst the mediator should retain significance. Should all these criteria be met, then the mediational hypothesis would be supported. A general overview of the mediational model is presented in Fig. 1 . We can see that the direct relationship (Path C) between perceived negative parenting (IV) and disordered eating (DV) will weaken in the presence of perfectionistic schemas (mediator), since it is proposed that parenting will gain its effects primarily through the existence of such schemas (i.e. through a combined effect of Paths A and B). It is noted that there are other ways to test mediational models (see MacKinnon et al. 2007 ), however Baron and Kenny's approach was utilised in the present study since it appears to be the favoured method within this area of psychological research (e.g. Turner et al. 2005; Swanson et al 2010) .
The PBI dimensions that correlated with disordered eating amongst the AN group were Maternal Care and Paternal Care. The only schema to be correlated with both Paternal Care and the EDE (Shape Concern) was Unrelenting Standards. None of the other perfectionistic schemas (i.e. Defectiveness and Failure) were significantly correlated with both the EDE and PBI, and so were not appropriate candidates to test within the above mediational model. When carrying out the first step of the path analysis, whereby the DV (Shape Concern) was regressed onto Paternal Care, Path C was not significant and so no further test of mediation was conducted involving this PBI dimension, Unrelenting Standards, and Shape Concern. No perfectionistic schema correlated with both Maternal Care and the EDE, and so no test of mediation involving this parenting dimension was conducted. Within the depressed/anxious group, Maternal Care and Paternal Control correlated with the EDE. Defectiveness and Failure schemas correlated with both Paternal Control and the EDE (Shape Concern). When carrying out the first step of the path analysis, whereby the DV (Shape Concern) was regressed onto Paternal Control, Path C was not significant and so no further test of mediation was conducted involving this PBI dimension. There were no perfectionistic schemas that correlated with both Maternal Care and EDE scores.
Discussion
Since no other study has looked specifically at the mediating effect of perfectionistic schemas on the relationship between parenting and disordered eating within an AN sample, comparisons are limited. Leung et al (2000) found that all PBI dimensions, bar Paternal Control, differentiated AN sufferers from comparison women, with the AN group reporting more negative parenting (i.e. low care and/or high control). Turner et al (2005) found the same three PBI dimensions predicted disturbed eating amongst a teenage community sample. Regarding the present study, although no parenting dimension was predictive of disordered eating amongst participants with AN, the same dimensions (Maternal Care and Control, and Paternal Care) again differentiated the AN group from comparison groups. Hence, it seems that perceptions of negative parentingspecifically, rejecting parents and overly controlling mothers-play an important role in presentations of AN.
As in the present study, Leung et al (2000) found between group differences on most subscales of the YSQ, with their AN group scoring significantly higher than comparison women. Unfortunately, Leung and colleagues did not incorporate a measure of disordered eating and so comparisons cannot be drawn with the present study in terms of the correlational patterns found in respect to eating. Regarding Turner et al's (2005) study of adolescents, Defectiveness and Dependence were found to mediate between perceptions of parenting and disordered eating when they examined their data by way of path analysis. Their analysis was sufficiently powered by their large sample size (N = 367), which gives confidence in their results. It is noteworthy that results from the present study comprising an adult eating disordered group partially concords with results from Turner et al's community adolescent sample, with Defectiveness implicated in both studies.
Although the AN group viewed both parents as less caring than healthy controls, they differed significantly from the depressed/anxious group only in respect to Maternal Control. This suggests that negative perceptions of parenting, especially in relation to low care, are associated with more general psychopathology and are not specific to disordered eating. This finding is consistent with studies examining parental bonding in other psychologically disturbed groups, demonstrating that low parental care is primarily associated with general psychological disturbance (e.g. Parker 1983; Enns et al. 2002) . The fact that Maternal Control did differentiate between those with AN and those with depression/anxiety is also consistent with psychodynamic theories (e.g. Bruch 1978 ) that postulate overly controlling parents (and especially mothers) predispose an individual to disordered eating as a means of asserting her own autonomy and identity. Hence, it may be the case that parents perceived as lacking in care is a risk factor for psychological dysfunction, whereas mothers perceived as high in control is an additional risk factor for AN. Support for this comes from a number of studies in which high Maternal Control was found to be the only relevant parenting dimension amongst both community samples and AN sufferers (McCourt and Waller 1995; Walters and Kendler 1995; Ogden and Steward 2000) . Findings from the present study are therefore consistent with current literature and also with Slade's (1982) formulation of AN, in which high parental control is considered central to the development of AN pathology. What is less clear, however, is the role this parenting dimension has in pathology maintenance, since perceived Maternal Control was not correlated with any aspect of disordered eating in the present study.
Strengths and Limitations
The choice of a depressed/anxious control group was appropriate, given that a general aim of the study was to compare the AN group's profile of scores with a group of healthy individuals and also with a psychologically disturbed group without an eating disorder. This would determine whether differences between AN and controls were related to AN symptomatology or were instead related to psychological difficulty more generally. As depression and anxiety are common comorbid problems amongst those with AN (e.g. Bizeul et al. 2003) , inclusion of a depressed/anxious group allowed the potential effects of low mood and anxiety to be partialled out by examination of inter-group differences. Further, any overlap in terms of psychological disturbance between groups would tend to minimise differences rather than exaggerate them (Fairburn et al. 1999) and, hence, it may be said that differences in the present study were assessed conservatively. The use of a well-validated measure of eating psychopathology was an additional strength.
Although the overall sample size was fairly large in comparison to other research involving clinical groups, part Cogn Ther Res (2011) 35:414-424 421 of the analysis lacked statistical power when examining data within groups. Specifically, the path analysis fell short of the sample size necessary to detect a large degree of association at an alpha level of .05 at power of .80. Cohen (1992) recommends a sample size of 50 for each group when examining multiple variables, rising to over 100 in terms of the power necessary to uncover a medium sized effect. It is also acknowledged that statements about causation cannot be made from correlational data. It is worth noting that the PBI has been criticised for being susceptible to mood biased recall (Gillham et al. 2007 ), i.e. as depression can distort memory recall, this can lead to more negative recollections of the parenting experience. However, a number of studies have refuted this claim, showing that low mood does not influence recall of the bond to one's parents (e.g. Duggan et al. 1998; Wilhelm et al. 2005) . Also regarding the PBI, the comparatively low alpha values cast doubt on the internal consistency of the measure, although values below .70 are not uncommon in social science research (Kline 1999) . The use of the shortened version (containing only eight items for each parenting dimension) may also explain the lower values, since Cronbach's alpha tends to be higher with a greater number of items (Cortina 1993) . Another limitation was that the study's protocol prevented potentially insightful demographic information from being collected from those declining to participate. Finally, the potential inaccuracy of using self-reported height and weight (as was the case in both control groups) should be noted. Some studies have, however, demonstrated that accurate height and weight data can be gathered by way of self-report (e.g. Spencer et al. 2002) .
Clinical Implications
The findings from this study have several implications for clinical practice. Since perfectionistic schemas entail an over-exaggeration of flaws and shortcomings, intervention should help facilitate a reappraisal of personal qualities and achievements. They should be guided in reducing their hypercritical self-view and also their unremitting tendency to set exceedingly high goals, both in relation to their eating habits but also more generally. Cognitive strategies could be employed to counter the all-or-nothing thinking central to perfectionism and which is a common feature amongst individuals with AN (e.g. Garner and Bemis 1982) . Thoughtfully designed behavioural experiments could be used to demonstrate that performing in a less than perfect manner will not lead to severely detrimental consequences. In this context, motivational interviewing techniques, such as cost-benefit analysis (Orimoto and Vitousek 1992) , may be usefully employed. Role-play may aid the modelling of a more compassionate, less punishing/ critical mode of self-appraisal and, in this vein, 'limited reparenting' (Young et al. 2003 ) may also be indicated. In short, the construct of negative perfectionism should not be overlooked when assessing, formulating and treating those presenting with AN.
Directions for Future Research
Since there did exist significant between group differences in terms of both parenting and perfectionistic schemas, further research seems warranted involving a larger AN group in order to further examine the mediational hypothesis. It would also be helpful to compare mediational models between different eating disordered groups (e.g. AN versus BN). Although the AN group in the present study comprised both those with restricting and purging AN, the small numbers involved prevented exploration of mediating variables within these subgroups. Another possibly fruitful avenue of research would be to follow-up individuals with AN within a repeated-measures design to examine whether relationships between variables change over the course of treatment. Although the perceptions of parental relations and maladaptive schemas are considered stable constructs, it could be that the specific correlational and mediational pathways are subject to change. This may be especially so following a course of schema-focused cognitive therapy, which would aim to nurture a more helpful way of coping with maladaptive schemas. A longitudinal design would allow a more stringent test of the proposed mediational model (e.g. MacBrayer et al. 2001) .
Conclusion
Overall, this study's aims were accomplished in terms of demonstrating that women with AN tend to harbour more negative views of the bond to their parents than do comparison women. It was also shown that they hold a greater degree of maladaptive schemas, including those related to negative perfectionism. Additional work is indicated with a larger group of AN sufferers in order to further explore the mediational hypothesis.
